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tients suffer impairment in their abilities to think and to main-
tain social relationships. Indeed, their social networks are
smaller than those of normal people. It therefore makes sense
to develop interventions that help these networks better sup-
port their patient members. DAVID SPIEGEL, MD
Stanford, California
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Childhood Depression—
A Recent Phenomenon?

ADOLESCENT DEPRESSION and some of its manifestations in
violence, anger, suicide and substance abuse have been de-
scribed and a good deal of research conducted into the eti-
ology, diagnosis and treatment. Only within the past five
years or so has any attention been paid to depression in chil-
dren, with the documentation of both severe depression with
suicidal ideation and suicide attempts in young children of
primary school age.

In several adolescent suicide studies, an effort to retro-
spectively study the behaviors and school records of actual
suicides has revealed some common diagnostic criteria. Re-
view of the cumulative records of ten suicidal adolescents—
that is, actual suicides and severe previous attempts—shows
that by the third, fourth and fifth grades there were signs of
academic failure, the children were described as loners
without friends and almost every teacher described them as
looking sad. Parent conferences showed chronic alcoholism
of one or both parents or divorce (or both). Death of a parent
or sibling was also frequently noted. Histories of child phys-
ical and sexual abuse were found in four of the ten cumulative
records.

A current review of the indicators of childhood abuse has
been important in helping educators to identify children at
risk for abuse and subsequent depression or antisocial, angry
behavior toward children and adults.

Recently depression has been documented in preschool
children in the general population. The Children’s Affective
Disorder Scale was administered and a parent rating scale
given; teachers’ observations of sad, isolated or overly hostile
children were closely correlated with the results of the tests.

Treatment of children who are depressed has reportedly
been successful. Similarly aged children with similar prob-
lems have benefited from group therapy with a trained group
leader. For very young children, activity or play groups pro-
vide peer interaction and tangible signs of adult concern and
caring. Family therapy or, at least, work with a parent or
parents to demonstrate how caring can be shown by attention
to a child’s productions of drawings or play is effective in
reducing depression. Playing games is often mutually enjoy-
able to parents and children after the parents have been helped
to be playful. Dealing with abusive parents by reporting them
to child protective services may or may not remove the abu-

sive parent but should halt the abuse once a child and family
are being monitored.

The use of antidepressive medications, especially the tri-
cyclic antidepressants, has proved effective in doses of 25 to
50 mg per day, depending on the size of a child.

We are obviously not talking about childhood depression
due to hospital admission for acute physical disease or depres-
sion due to dealing with chronic illness like diabetes or life-
threatening diseases. Physicians who see children and fami-
lies can often identify the child who looks sad or despondent
or who is nonresponsive to anyone’s efforts to engage the
child in conversation. At our Children’s Psychiatric Hospital
where children from age 3 years to 15-year-old adolescents
are treated as inpatients, many young depressed patients have
been referred by physicians. These are children who have
experienced multiple stresses. Some have been abused and
have also lost a parent through divorce or death. Many of
these children not only appear sad but have great difficulty in
trusting adults and have sleeping problems, generally night-
mares. Some of these children have retreated into psychotic
behavior, hearing threatening voices and staring off into
space as if they have visual hallucinations. These children
have done well with a combination of antidepressant medica-
tions and a caring staff, effective group and individual therapy
and an effective special education program that promotes a
better self-image through increased competence.

IRVING N. BERLIN, MD
Albuquerque
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Antidepressant Treatment for Bulimia

CERTAIN ANTIDEPRESSANT MEDICATIONS, particularly imip-
ramine hydrochloride, desipramine hydrochloride and the
monoamine oxidase inhibitor phenelzine sulfate, are useful in
treating bulimia, the binge-purge syndrome. Double-blind
studies have shown the superiority of an active medication
over placebo, whether or not the bulimic patient is clinically
depressed. Although as many as 75 % of bulimic patients may
be depressed, anxiety and personality disorders often coexist
as well. The mechanisms of action of the medications are
unclear, but may be through effects on anxiety or depression
or more directly.

While medications may be effective, individual and group
therapies using cognitive-behavioral methods that attend to
eating patterns, nutrition and psychological issues have about
the same success rate as does the use of medications alone.
Nevertheless, several of the medication studies were con-
ducted primarily with patients for whom previous trials of
psychotherapy had failed.

The prudent approach to treating bulimia is to provide
both psychological and nutritional counseling with a carefully
worked out meal plan. If a patient does not improve within



